Identification ofthe Service Needs
The Department of Health has given high priority recently to improving the services for the physically handicapped including the hearingimpaired. The advisory structure has been reorganized, and a multidisciplinary group has been set up to advise about the development of services for the hearing-impaired. It is important to try and identify the way in which the service for the deaf needs to develop, resources permitting.
Let us now consider the principles which might govern the development of rehabilitation services for the hearing-impaired adult. I will borrow a classification developed in the social medicine fieldof primary, secondary and tertiary prevention. Primary prevention is concerned with preventing a disease or handicap occurring at all and will not be further mentioned. Secondary prevention is concerned with the earliest possible recognition of disease and its prompt treatment by the best available methods. Ideally the outcome of secondary prevention is cure. Tertiary prevention is concerned with ameliorating any handicap persisting after the initial clinical intervention, and this is the concept particularly applicable to deafness and other chronic disorders for which so often little can be done to cure.
In discussing secondary prevention, it might be helpful to ask whether the hearing-impaired come forward sufficiently early for assessment; when they are assessed, are hearing aids prescribed at a sufficiently early stage? Does the health service offer a sufficiently wide range of hearing aids for use by the hearing-impaired?
In tertiary prevention we are concerned with a wide range of understandable reactions to per-sistent and severe deafness, the recognition of which is all important in the management of the deaf person's handicap. This includes maladaptive behaviour, the first sign of which may be difficulty in coping with everyday life, followed by the social withdrawal. In turn this may lead to depressive illness, which is so common among the deaf, or more rarely the development of paranoid states, as has been described recently (Garside & Roth 1974) . Both are preventable to some degree. There are of course many other handicaps of a less serious nature than mental illness which may arise in the course of severe and persistent deafness, such as apparent inattention, or failure of voice control which may be misinterpreted as obtuseness, eccentricity, confusion or even dementia in the elderly. These manifestations are highly susceptible toameliorationifrecognized for what they are and properly dealt with by experts.
Desiderata ofa Rehabilitation Service I shall assume that the clinical and technical assessment has been undertaken and that a recommendation has been made that a hearing aid should be provided as the first step in the rehabilitation process. Up to the present, the range of aids available to the National Health Service has been considerably less than that provided in other developed countries such as Denmark and Sweden, and by the Veterans Service in the USA. All these services offer a choice of between 20 and 30 different types of aids, broadly falling into around half-a-dozen categories. As resources permit, there seems little doubt that we should move in this direction too.
After fitting with the aid, it is axiomatic that the person concerned should receive instruction in the nature of deafness, its mitigation by environmental manipulation, the care of the instrument and the ear mould, the use of the Proc. roy. Soc. Med. Volume 68 July 1975 controls on the aid and so on. Unless this is done, we cannot hope to increase the proportion of hearing aid users who persist with the use of their aid. It is also important to make the deaf aware of the range of environmental aids which might help to minimize their handicap and indeed to lessen the effect of it upon others, especially the family. Examples of these aids are telephone amplifiers and adaptors for television and radio.
All persons with hearing impairment of a degree sufficient to warrant referral to an audiology centre would appeartoneedsomerehabilitation. In addition the special needs of a group of persons with persistent and often progressive, severe deafness should be noted. Experience overseas in countries where the rehabilitation service is well developed would suggest that. 20-25% of the hearing-impaired fall into this group. They appear to need regular clinical and audiometric reassessment, auditory training and lip reading tuition. In persons with profound or total losses there is also a need for speech preservation exercises.
Staffing
The Department is doing what it can to improve the present low level of technical staffing in the audiology service. Health authorities have been advised that they should aim at increasing the number of technicians substantially. Additional funds have been given to health authorities to help them do this, and the Department has reviewed the training facilities available for technicians entering the service. We intend to do what we can to keep up the impetus which has been built up recently.
Members ofthe Audiology Team
The development of rehabilitation for the adult deaf depends on the building up of a team approach. The following disciplines may all have something to offer (although, clearly, not necessarily in every case): medical, scientific, technical, teaching and social work. The medical element at present rests usually with the otologist, and it is good to see that the British Association of Otolaryngologists is giving increasing attention to the teaching of audiology in the training programmes of senior registrars, because without medical leadership the team cannot function well. The otologist will continue to be the leader of the team in most health districts; however, in some centres both the Department and British Association of Otolaryngologists see a need for a new type of consultant to be known as a medical audiologist, who would be concerned with the nonsurgical aspects of the diagnosis, treatment, and rehabilitation of those with deafness and/ or vestibular disorder at any age. Such responsibilities would be complementary to those of the otological surgeon, and we have some experience already of the usefulness of such specialists with hearing-impaired children. The Council of the BAO have recently defined outline proposals for training such people and the next step is to discuss the matter further with the Colleges of Physicians, who are joint partners in this new venture. Subsequently, it is hoped that a number of training posts will be created.
For some years there has been a growing awareness of the value of the science graduate with a special training in audiology and we have asked our advisory committee to review the contribution the scientist can offer and to make recommendations about his place in the audiology service, so that this aspect of the service may expand on a firm base in future.
On the technical side, there has been an increased demand for scientific assessment of hearing so that the rehabilitation function implicit in the early title of Society of Audiological Technicians and Therapists has been lost. It is to be hoped that increased numbers of technicians will be forthcoming and that this will give them sufficient time to undertake the basic rehabilitation which all hearing-impaired persons require. It will, however, be important that the existing syllabus and future training courses be reviewed to ensure that adequate attention is given to teaching the principles of basic rehabilitation.
At the present time, lip reading classes are provided by Local Education Authorities. This I believe to be unsatisfactory, as it separates lip reading from other aspects of rehabilitation of the hearing-impaired and from other advanced techniques such, as auditory training and speech correction. I believe that the complete service of rehabilitation should be provided as part of the health service, and we have asked the advisory committee to look at this problem as a matter of urgency and to make recommendations as to how it might develop, with special reference to the need for recognition, within the health service, of a specialist in rehabilitation skills for work with adults (the hearing therapist).
Specialized social workers with the deaf are at present in very short supply. We expect their numbers will increase, and we see them as having a key role in case work (especially with the families of the prelingually deaf) in linking health with social services and coordinating the work of the voluntary organizations.
To summarize, for a variety of reasons our present services are not adequate in most places in either quantity or quality, and both these aspects need development. It is to this end that the Department is working jointly with the professional groups and individuals concerned. If man cannot communicate adequately, farreaching effects occur. These are severe when the deficiency is one of sensorineural deafness. This paper will review the facilities which exist for rehabilitation, the actual methods of rehabilitation will be discussed, comparison will be made with the excellent facilities which exist in Denmark, and suggestions for improving the services in the United Kingdom will be made.
Facilities
Rehabilitation begins in the hearing assessment clinic. Adequate audiometric investigation is essential in selection of a suitable hearing aid and generally the wider the choice of aids the wider must be the range of tests performed. Measurement of recruitment, of discrimination loss and of the loudness discomfort level are important. Rehabilitation continues in the hearing aid department, which in most NHS clinics is heavily overloaded. About 65 000 hearing aids are fitted annually in this country by about 250 technicians (who are also responsible for most of the audiometry). Accordingly, only the most basic instruction can be provided. It is rarely possible to provide formal auditory training and it is therefore all the more important to inform patients about local hard-of-hearing clubs, lip reading classes and the Royal National Institute of the Deaf. Patients, however, easily forget what they are told and therefore posters on the wall of the waiting room and pamphlets to take home can be valuable.
Other rehabilitation facilities are available through the local education authority, Social Services Department, and the Department of Employment. It is important to remember the existence of these bodies and to use their services when appropriate.
In addition to these usual facilities Oxford patients are fortunate in having.the New Centre.
It is financed from various grants and fundraising activities to provide accommodation for the social workers as well as active educational and social programmes arranged by the various hard-of-hearing and deaf organizations. It is not at present possible to offer facilities such as those provided by the Link Centre at Eastbourne, where intensive rehabilitation courses are provided for people with sudden severe hearing loss. The residential courses at Eastbourne are available to patients from any part of the country, part or the entire cost of the course being generally met by the Social Services of the patient's home town.
Methods ofRehabilitation
Hearing aids: Comparison with Danish statistics suggests that hearing aids in this country are fitted in insufficient numbers and one must presume that our patients are not being adequately identified or are unwilling to be seen wearing a hearing aid. Danish statistics are also of interest concerning the type of aid fitted and one hopes that in the near future a greater proportion of ear-level aids will be fitted in this country. Reconstruction of the normal hearing field not only requires provision of an ear-level instrument, but a bilateral fitting in patients with bilateral hearing loss; 36% of Danish patients are fitted binaurally and experimental work has shown that this gives a 6 % speech discrimination advantage from central summation. It is well recognized that the problems are always greater in the elderly patient, who has decreased learning ability, decreased analytical powers, and decreased adaptability to miniaturized electrical gadgets.
Auditory training: Regrettably this is provided on a minimum basis in this country for adults. Basically, the methods are the same as in children except that one has the great advantage that most adults have already acquired very advanced auditory and discriminatory skills, even though retraining is necessary. In Denmark auditory training is provided routinely to all patients who are given a hearing aid, the arrangements also including a special residential rehabilitation centre for cases of greatest difficulty. There is a very high staff/patient ratio. In addition selfteaching equipment of language laboratory type is available for further auditory training and lip reading purposes.
